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tion training by allowing residents to seek optional training at a local abortion care f a c i l i t y, but overworked residents are unlikely to take advantage of these opport u n i t i e s . 6 Residents in obstetrics and gynecology work an average of 80 hours per week and are on call two nights every w e e k . 7 When given a choice, some re s idents may refuse to perform abortions as a way of exercising control over their own schedules and not because they oppose abortion for moral reasons. 8 Low rates of abortion training could pose a significant public health problem. Responding to the precipitous decline in abortion training, the Accreditation Council for Graduate Medical Education (ACGME) instituted explicit re q u i rements for the inclusion of abortion training as a standard part of obstetrics and gynecology re s i d e ncy education beginning in January 1996. † The current study was designed to assess whether the availability of abortion training in residency programs has changed since the ACGME guidelines took eff e c t .
Methodology
To assess the availability of abortion training, in May 1998, the National Abortion Federation (NAF) mailed a survey to directors of all 267 accredited obstetrics and gynecology residency programs listed in the American Medical Association's ( A M A's) Graduate Medical Education Dire ct o r y, [1997] [1998] . The survey contained nine closed-ended, multiple-choice questions and three open-ended questions. Respon-*"Other" settings may be group practices or other facilities with clinic names, surgical centers, health maintenance organizations and family planning clinics (sourc e : reference 4). †The guidelines read as follows: "No program or re s ident with a religious or moral objection shall be re q u i re d to provide training in or to perform induced abortions. Otherwise, access to experience with induced abortion must be part of residency education. This education can be provided outside the institution. Experience with management of complications of abortion must be provided to all residents. If a residency program has a religious, moral, or legal restriction that prohibits the residents from performing abortions within the institution, the program must ensure that the residents receive satisfactory education and experience in managing the complications of abortion. Furthermore, such residency programs (1) must not impede residents in the pro g r a m s who do not have religious or moral objections from receiving education and experience in performing abortions at another institution and (2) must publicize such policy to all applicants to those residency pro g r a m s . " mailings did not include the option of confident i a l i t y. However, in an effort to raise the re s p o n s e rate, NAF offered confidentiality to those who requested it in the third and fourth attempts to survey nonre s p o n d i n g programs.
We divided the re s idency programs into categories based on size, geographic region and a ffiliation. Using information from the updated AMA directory on the total number of re s i d e n t s in each program, we class i fied programs as small (those with 2-14 residents), medium (15-25) or large (26-56). Regional categories matched the geographic zones used in past surveys on this topic.* The affiliation of the residency program (public; private, nonc h u rch-operated; private, churc h -o p e r a ted; or military) was determined by its sponsoring institution, as listed in the A m e r i c a n Hospital Association Guide, 1998 Guide, -1999 . The majority of the statistical analyses were conducted with SPSS Version 8.0.
Results

Program Characteristics
A total of 179 program directors re t u r n e d the survey, yielding a response rate of 69%. (Two programs sent back the survey but did not answer any of the questions; these were included as nonre s p o n d e n t s . ) Respondents are re p resentative of all programs in terms of their size, geographic region and hospital affiliation. Programs that responded to the survey are predominantly small or medium in size; only 18% have more than 25 residents (Table 1) . They are concentrated in the Mid-Atlantic (28%), South Atlantic (19%) and East North Central (18%) regions. The largest p roportion of programs are private and have no church affiliation (58%); most of the rest are in public institutions (30%).
First-Trimester Abortion Training
In all, 81% of programs that responded to the survey reported offering fir s t -t r i m e s t e r abortion training, and another 12% have a system in place for residents to obtain training elsewhere; the remaining 7% provide residents with no opportunity to train in abortion (Table 2) . Forty-six percent of respondents reported that first-trimester abortion training is routine in their programs, and 34% indicated that it is elecdents were asked to report whether their p rograms offer first-and second-trimester abortion training; if they said that such training is off e red, they were asked whether it is "a routine part of training or an elective." Directors of programs that do not offer abortion training were asked if t h e re is "a system in place" for their re s idents to go elsewhere for training. They w e re also asked to estimate the number of residents who receive abortion training each year and to indicate the settings in which such training takes place (hospital operating room, hospital ambulatory s u rgery department, hospital clinic, local independent clinic or other setting).
In July 1998, NAF mailed follow-up surveys to nonrespondents, using updated information from the AMA's G r a d u a t e Medical Education Dire c t o r y, 1998-1999, which listed 261 residency pro g r a m s .
( With the start of the academic year in July, some residency programs had gained or lost accreditation, merged, changed their names or named new directors.) None of the programs that were excluded from the new directory had replied to the mailing in May. In mid-August, NAF faxed or emailed another copy of the survey to nonrespondents. The last attempt to re a c h n o n responding programs was made by telephone and fax in December 1998. Because the initial plan was to make program information available to medical students committed to accessing abortion training in their residencies, the first two tive; 1% did not indicate whether training is routine or elective (not shown).
A program's size and geographic location are not significantly associated with whether it offers first-trimester abortion training, but its affiliation has a signific a n t impact (Table 2) . Some 91% of re s i d e n c y p rograms affiliated with public facilities and 89% of those affiliated with private, n o n -c h u rch-operated hospitals offer fir s ttrimester training, compared with 20% of military programs and 18% of private, c h u rch-operated programs (χ 2 = 6 4 . 3 8 4 , p<.001). None of the program characteristics affected whether first-trimester training is routine or elective.
Of the 13 programs that neither off e r first-trimester abortion training nor give residents the option of training elsewhere , six are private, church-operated institutions; three are public programs; and two each are private, non-churc h -a ff i l i a t e d and military.
Second-Trimester Abortion Training
Of the 171 respondents who provided information on training in second-trimester abortion, 74% reported that such training Ta ble 1. Pe rc e n t age distribution of obstetrics and gynecology residency programs surv eye d , by selected characteristics, 1998 (N=179) 
Ta ble 2. Pe rc e n t age distribution of obstetrics and gynecology resi d e n cy programs, by availability of abortion training, accord i n g to type of program
To examine the importance of the residency program's policies on abortion training, we compared the 66 pro g r a m s that reported routinely offering both fir s tand second-trimester abortion training with the 49 programs that reported off e ring both types of training on an elective basis. Programs with routine training in both trimesters were more likely to re p o r t that half or more of their residents are trained (83%) than were programs with elective training in both (50%).
Early vs. Late Responders
To evaluate the likelihood of re p o r t i n g bias, we compared the responses fro m programs that responded to the first two mailings and the responses from programs that responded to the last two mailings (Table 5) . Early responders were more likely to offer routine first-trimester training (61% of those responding in May and 52% of those responding in July) than w e re late responders (23% and 33% in August and December, respectively), and the diff e rence was statistically significant (χ 2 = 1 2 . 1 8 , p<.01). A similar pattern was evident for secondtrimester abortion, but the diff e rence was not statistically significant.
Early responders were also more likely than later responders to train the majority of their re sis off e red in their programs-a slightly lower proportion than reported off e r i n g first-trimester abortion training ( Table 2) . Fourteen percent have arrangements for residents to receive training elsewhere , and 10% have no mechanism for providing training; 2% of respondents said that training is available, but did not indicate whether it is off e red in the program or e l s e w h e re. Training in second-trimester abortion is off e red routinely in 44% of programs and is an elective in 29%; whether it is elective or routine is unknown for 1% of programs.
As in the case of first-trimester abortion training, the only program characteristic that is significantly associated with whether a program offers training in second-trimester abortion is aff i l i a t i o n . W h e reas 88% of public programs and 80% of private, non-church-operated programs offer second-trimester training, considerably smaller proportions (20% and 13%, respectively) of military and private, church-operated programs do so (χ 2 =46.302, p<.001). The size, geographic region and hospital affiliation of a re s idency program have no effect on whether its second-trimester training is routine or elective. These factors also are not significantly associated with a program's failu re to provide residents with access to second-trimester training.
Residents' Participation in Training
When asked to approximate the number of residents participating in abortion training, 164 program directors provided an estimate. Of these, 26% reported that all of their residents are trained, 34% that 50-99% of their residents are trained, 26% that 1-49% a re trained and 14% that none of their re sidents are trained (Table 3) .
On the basis of the information on program size reported in the 1998-1999 AMA d i re c t o r y, we calculated that 84% of obstetrics and gynecology residents are enrolled in programs that offer fir s t -t r i m e s t e r abortion training, and 49% are in programs that offer such training ro u t i n e l y. idents (not shown). Nearly 40% of the programs that responded in May train all of their residents, and just 9% said that none of their residents are trained. By contrast, among December respondents, only about 20% train all of their residents, and nearly 25% train no residents.
Training Location
When asked to specify all of the locations w h e re abortion training occurs, 155 directors responded. Of these, 59% reported that abortion training takes place in the hospital's operating room, 37% in the hospital's ambulatory surgery department, 34% in local independent clinics, 19% in the hospital's clinic and 9% in other locations. Of the 14 respondents who marked " o t h e r," six indicated that training occurs in "labor and delivery." Nearly three in 10 reported that training occurs exclusively in the operating room.
Respondents' Comments
At the end of the survey, respondents were invited to provide additional comments or pertinent information about their program's policies regarding abortion training. Seventy-one respondents off e red additional comments, mostly concerning the conditions under which training occurs. Eighteen stressed that residents can always opt out of abortion training for moral or religious reasons. The following comment from a director whose pro g r a m offers routine abortion training was typical: "Though offered as part of the regular gyn rotation, abortion training is cons i d e red optional, and any resident who has an objection is excused from participation."
Eighteen program directors specifie d that "elective abortions" are not performed in their programs. The following quote f rom a program with "elective" training was re p resentative: "Please note training is voluntary and limited to patients with medical indications. We do not do elective terminations at any age of gestation, but if residents desire this, we refer them to a 270 Family Planning Perspectives
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Ta ble 3. Pe rc e n t age distribution of obstetrics and gynecology resi d e n cy programs, by perc e n t age of residents who receive abort i o n training, according to type of program (N=164) -99  41  10  42  9  1-49  25  45  21  50  0  3  35  3  36  Total  100  100  100  100 fered abortion training, and 12% provided it ro u t i n e l y. 9 In our study, 81% of p rograms reported offering fir s t -t r i m e s t e r training, and 46% reported doing so rout i n e l y. Similarly, in 1991-1992, 66% of re sidency programs reported off e r i n g second-trimester training, 1 0 while our study shows an increase to 74%. The rise in routine second-trimester training is particularly dramatic: from 7% in 1991-1992 to 44% in our survey. Our finding that programs reporting optional abortion training have lower levels of resident participation than programs that offer training routinely supports the results of pre v i o u s research.
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Study Limitations
Taking our results at face value, it would be simple to conclude that routine abortion training opportunities have skyrocketed. However, there is reason to be cautious in interpreting the results because of several potentially important factors: response bias, variability in re s p o n d e n t s ' i n t e r p retations of survey questions and reporting bias.
The 1991-1992 study had a re s p o n s e rate of 87%; 12 by comparison, ours had a response rate of 69%. A response bias very p robably exists among this smaller pool of respondents. Furthermore, although respondents are demographically similar to the survey universe, the analysis of early and late responders uncovers the need for caution in generalizing the findings to all residency programs. The programs that responded to our first request for information reported greater availability of routine first-trimester training and higher resident participation rates than programs that were contacted several times before they returned completed surveys. Assuming that nonrespondents are similar to late responders, the pool of respondents may re p resent a self-selected sample, with a bias toward reporting ro utine training.
Because of the likelihood of response bias, it is difficult to make assumptions about nonrespondents and we have not attempted to generalize our findings to the survey universe. The usual statistical assumption that the same p roportion of nonrespondents as of responding pro g r a m s o ffer routine training (46%) would most likecenter which performs elective abortions."
Ten respondents labeled their institutions in a particular way (e.g., military, Catholic and "conservative community") to explain the reasoning behind their policies re g a rding abortion training. Eight programs indicated that even though they p rovide the opportunity to train, most re sidents do not participate.
Six respondents pointed out that very few abortions occur in hospitals because of the expense, and that this low volume makes it difficult to train residents adeq u a t e l y. Three directors specifically requested that we keep their programs' activities confidential, and two commented that they are supportive of abortion training. One respondent wrote about the "need to work on resident aware n e s s about what happened to women before abortion was legal."
Discussion
Our results document a shift toward ro utine abortion training. A 1991-1992 study found that 70% of residency programs ofly be an overestimate, given the diff e re n c e in availability of training between early and late responders. However, if we assume that all nonrespondents (i.e., 31% of the survey universe) do not offer routine training, we would most likely undere stimate the actual availability of ro u t i n e abortion training in obstetrics and gynecology residency programs. In either case, h o w e v e r, routine training is off e red by a higher proportion of respondents to our survey than to earlier surveys (Table 6 ). To further illuminate our results, it is noteworthy that an official on the ACGME's Residency Review Committee for Obstetrics and Gynecology estimated that in 1997, 35% of residents completing their fourth year of training in obstetrics and gynecology had not performed a single abortion.
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Program directors were asked to specify whether first-and second-trimester abortion training was routine or elective in their residency programs, but the survey did not specifically define these two terms. Thus, respondents may have crafted their own definitions of "abortion training," "routine" and "elective," on the basis of their political and academic situations and understandings. Pre s s u re to affirm the p resence of abortion training in re s i d e ncy programs may come from the new ACGME standard, which links abortion training with accreditation. No re s i d e n c y p rogram could lose its accreditation simply because it does not offer abortion training; however, program directors may have exaggerated the existence and routine nat u re of abortion training, especially if they a re under the misapprehension that NAF is a political watchdog organization.
It is also possible that program dire ctors' perspectives on the availability of abortion training may not match the perspectives of residents. Our study did not assess residents' perceptions of either the availability of abortion training or faculty's expectations about their participation in it. However, an earlier survey that gathe red data from both program dire c t o r s and residents found that residents consistently reported less clinical experience than did their program dire c t o r s . 1 4 A similarly designed study revealed that program directors also reported more "verbal instruction" than did the chief re s i d e n t .
1 5 Thus, even in the absence of reporting bias on the part of residency program directors, abortion training may not be as available as our data suggest if discrepancies exist between program directors' and residents' perceptions. B ‡  31  23  44  100  1992  12  58  30  100  1985  23  50  28 100 †Includes programs where residents may obtain training elsew h e r e. ‡Percentages do not add to 100 because some respondents did not indicate whether training is routine or elective. 
(continued on page 320)
If residents do not have access to training in abortion care, they are unable to p rovide a pro c e d u re that an estimated 43% of U.S. women will undergo by 45 years of age; 1 9 m o re o v e r, they are not well p re p a red to offer women accurate medical information on all of their pre g n a n c y options. Residency programs have the potential to pre p a re the next generation of obstetrician-gynecologists to provide the c a re that their patients may need by communicating the importance of abortion as a part of the full range of re p ro d u c t i v e health care within the specialty. Pro g r a m s can accomplish this goal by integrating abortion training into their core curricula, setting clear expectations that all residents will participate in training and ensuring that residents are exposed to sufficient training opportunities to guarantee competence.
